drugs cdl p1b
2

Drugs:  Contract Drugs List Part 1 – 
drugs cdl p1b
Prescription Drugs (E through M)
1

This section lists the codes and units for contract drugs.  For additional help, refer to the Drugs:  Contract Drugs List Introduction section of this manual.

ECHOTHIOPHATE


Ophthalmic




ml

ECONAZOLE NITRATE


Topical cream
1
%
15
gm
gm





30
gm
gm





85
gm
gm

‡ * EFAVIRENZ

*
Restricted to use as combination therapy in the treatment of Human Immunodeficiency Virus (HIV) infection.  Also restricted to labeler code 00056 (Dupont Pharmaceuticals) only. 

Capsules
50
mg


ea



100
mg


ea



200
mg


ea


Tablets
600
mg


ea

‡ * EFAVIRENZ AND EMTRICITABINE AND TENOFOVIR DISOPROXIL FUMARATE

*
Restricted to use as a stand-alone therapy or in combination therapy in the treatment of Human Immunodeficiency Virus (HIV) infection and also restricted to labeler code 15584 (Bristol-Myers Squibb & Gilead Sciences, LLC) only. 


Tablets
600
mg/200 mg/300 mg


ea

ELB
* ELBASVIR/GRAZOPREVIR †
*
Requires a Treatment Authorization Request (TAR).  Restricted to use in the treatment of chronic Hepatitis C Virus (HCV) infection in adults (≥ 18 years of age).  Also restricted to 1) a maximum quantity of 28 tablets per dispensing; and 2) duration of therapy lasting up to 12 or 16 weeks from the dispensing date of the first prescription. †

Tablets
50
mg/100 mg


ea †
Note:
Providers must provide documentation of baseline HCV-RNA level and HCV genotype.  In addition, when applicable, providers must document relevant clinical information (for example, failure of prior treatment, presence of cirrhosis, etc.) in support of medical necessity for duration of therapy.  Failure to submit supporting documentation may delay authorization of the TAR. †
‡ * ELOTUZUMAB
*
Restricted to use in the treatment of cancer only. 


Powder for Injection
300
mg



ea



400
mg



ea

‡ * ELVITEGRAVIR
*
Restricted to use as combination therapy in the treatment of Human Immunodeficiency Virus (HIV) infection only.

Tablets
85
mg


ea

150
mg


ea

‡ * ELVITEGRAVIR/COBICISTAT/EMTRICITABINE/TENOFOVIR ALAFENAMIDE

*
Restricted to use in the treatment of Human Immunodeficiency Virus (HIV) infection only.


Tablets
150
mg/ 150 mg/ 200 mg/ 10
 mg

ea

‡ * ELVITEGRAVIR/COBICISTAT/EMTRICITABINE/TENOFOVIR DISOPROXIL FUMARATE

*
Restricted to use in the treatment of Human Immunodeficiency Virus (HIV) infection only.


Tablets
150
mg/ 150 mg/ 200 mg/ 300 
mg
ea 
†
Effective July 1, 2016
EMP
EMPAGLIFLOZIN 

Tablets
10
mg


ea


25
mg


ea

‡ * EMTRICITABINE

*
Restricted to use as combination therapy in the treatment of Human Immunodeficiency Virus (HIV) infection.


Capsules
200
mg


ea


Oral Solution
10
mg/ml


ml

‡ * EMTRICITABINE/RILPIVIRINE/TENOFOVIR ALAFENAMIDE 

*
Restricted to use in the treatment of Human Immunodeficiency Virus (HIV) infection only. 

Tablets 
200
mg/25 mg/25 mg


ea

‡ * EMTRICITABINE/RILPIVIRINE/TENOFOVIR DISOPROXIL FUMARATE

*

Restricted to use in the treatment of Human Immunodeficiency Virus (HIV) infection only.


Tablets
200
mg/25 mg/300 mg


ea
‡ * EMTRICITABINE/TENOFOVIR ALAFENAMIDE 

*
Restricted to use as combination therapy in the treatment of Human Immunodeficiency Virus (HIV) infection only. 


Tablets
200
mg/25 mg


ea
‡ EMTRICITABINE AND TENOFOVIR DISOPROXIL FUMARATE
*
Tablets
100
mg/150 mg


ea



133
mg/200 mg


ea



167
mg/250 mg


ea

*
Restricted to use as combination therapy in the treatment of Human Immunodeficiency Virus (HIV) infection.




* 200
mg/300 mg


ea
*
Restricted to use as combination therapy in the treatment of Human Immunodeficiency Virus (HIV) infection or as prophylaxis therapy in HIV negative patients at risk of acquiring HIV infection. 
ENA
ENALAPRIL MALEATE

+
Tablets
2.5
mg


ea



5
mg


ea



10
mg


ea



20
mg


ea

‡ * ENFUVIRTIDE

*
Restricted to use as combination therapy in the treatment of Human Immunodeficiency Virus (HIV) infection and authorization required for claims submitted with dates of service on or after 
March 13, 2003.

Powder for injection kit
90
mg/vial


ea kit

* ENOXAPARIN SODIUM 

*
Restricted to brand name Lovenox with NDC labeler code 00075 (Aventis Pharmaceuticals) only and restricted to a maximum of twenty (20) syringes per dispensing and a maximum of two (2) dispensings per patient in any 12-month period.

Prefilled syringe
30
mg


ml



40
mg


ml



60
mg


ml



80
mg


ml



100
mg


ml



120
mg


ml



150
mg


ml
* ENTACAPONE 
*
Use in beneficiaries less than 18 years of age requires treatment authorization approval. †

Tablets
200
mg


ea

* ENTECAVIR

*
Restricted to use in the treatment of chronic Hepatitis B virus infection and to NDC labeler code 00003 (E. R. Squibb & Sons, Inc.) only.

Tablets
0.5
mg


ea



1.0
mg


ea


Liquid
0.05
mg/ml


ml
†
Effective January 1, 2017
ENZ
‡ * ENZALUTAMIDE 

*
Restricted to use in the treatment of cancer only. 


Capsules
40
mg


ea
* EPINASTINE HCL 

*
Restricted to NDC labeler code 00023 (Allergan, Inc.) and restricted to claims with dates of service from January 1, 2004 through December 31, 2010 only. 

Ophthalmic solution
0.05
%


ml
EPINEPHRINE

*
Auto-injector
1:1000

0.3
ml
ml



1:2000

0.3
ml
ml

*
Restricted to no more than two (2) auto-injectors per dispensing and two (2) dispensings in any 
12-month period and restricted to 
NDC labeler code 49502 (Dey, L.P.) only.

Injection
1:1000

1
ml
ml





30
ml
ml

Ophthalmic solution
½
%
5
ml
ml





15
ml
ml



1
%
10
ml
ml





15
ml
ml



2
%
10
ml
ml





15
ml
ml
EPINEPHRYL BORATE


Ophthalmic solution
½
%


ml



1
%


ml

‡ EPIRUBICIN HCL


Injection
2
mg/ml


ml

EPO
‡ * EPOETIN ALFA

*
Restricted to use for the treatment of anemia due to:  zidovudine therapy, cancer chemotherapy or chronic renal failure.

Injection
2000
u/ml


ml



3000
u/ml


ml



4000
u/ml


ml



10,000
u/ml


ml



20,000
u/ml


ml



40,000
u/ml


ml

* EPROSARTAN MESYLATE

*
Restricted to claims with dates of service from August 1, 2004 through May 31, 2008.
+
Tablets
400
mg


ea



600
mg


ea

* EPROSARTAN MESYLATE AND HYDROCHLOROTHIAZIDE

*
Restricted to claims with dates of service from August 1, 2004 through May 31, 2008. 
+
Tablets
600
mg – 12.5 mg


ea



600
mg – 25.0 mg


ea

ERGOLOID MESYLATES

+
Tablets, sublingual
1.0
mg


ea
ERGONOVINE MALEATE


Injection
0.2
mg/ml


ml


Tablets
0.2
mg


ea

ERGOTAMINE TARTRATE AND CAFFEINE


Tablets




ea


Suppositories




ea

ERGOTAMINE TARTRATE WITH CAFFEINE AND PENTOBARBITAL SODIUM AND BELLADONNA ALKALOIDS


Tablets




ea


Suppositories




ea

ERI
‡ * ERIBULIN MESYLATE
*
Restricted to use in the treatment of cancer only.

Injection 
0.5
mg/ml 


ml

‡ * ERLOTINIB

*
Restricted to use in the treatment of cancer only.

Tablets
25
mg


ea



100
mg


ea



150
mg


ea

ERYTHROMYCIN


Ophthalmic ointment




gm


Topical solution 2%
60
ml


ml

ERYTHROMYCIN AND SULFISOXAZOLE


Liquid
200
mg – 600 mg/5 ml
100
ml
ml





150
ml
ml





200
ml
ml

ERYTHROMYCIN BASE


Tablets
250
mg


ea



500
mg


ea


Tablets, delayed release
333
mg


ea


Capsules, delayed release
250
mg


ea

ERYTHROMYCIN ETHYLSUCCINATE


For oral suspension, drops
100
mg/2.5 ml


ml


Tablets, chewable
200
mg


ea


Granules
200
mg/5 ml 
100
ml
ml



200
mg/5 ml 
200
ml
ml


Suspension
200
mg/5 ml


ml



400
mg/5 ml


ml

ERYTHROMYCIN STEARATE


Tablets, film coated
250
mg


ea



500
mg


ea

ESC

* ESCITALOPRAM OXALATE
*
Use in beneficiaries less than 12 years of age requires treatment authorization approval. †

Solution, oral
5
mg/5 ml


ml


Tablets
5
mg


ea



10
mg


ea



20
mg


ea

* ESOMEPRAZOLE MAGNESIUM 

*
Restricted to NDC labeler code 00186 (ASTRAZENECA LP) only.
+
Capsules, delayed release
20
mg


ea




40
mg


ea

ESTRADIOL

‡
Tablets
0.5
mg


ea



1
mg


ea



2
mg


ea


Transdermal system once-weekly patch
0.025
mg


ea



0.05
mg


ea



0.075
mg


ea



0.1
mg


ea

*
Transdermal system twice-weekly patch
0.05
mg


ea



0.075
mg


ea



0.1
mg


ea

*
Restricted to NDC labeler code 52544 (Watson Laboratories, Inc.) and to claims with dates of service from February 1, 1997, through December 31, 2009, for the transdermal system 
twice-weekly patch only.

Vaginal ring
2
mg


ea

*
Vaginal tablets
25
mcg


ea

*
Restricted to NDC labeler code 00169 (Novo Nordisk Pharmaceuticals, Inc.) and to claims with dates of service from September 1, 2001, through September 30, 2009, for the vaginal tablets only. 
†
Effective January 1, 2017
EST
* ESTRADIOL AND NORETHINDRONE ACETATE

*
Restricted to NDC labeler code 00169 (Novo Nordisk Pharmaceuticals, Inc.) and to claims with dates of service from June 1, 2000, through September 30, 2009, only. 
*
Tablets
1
mg/0.5 mg


ea
* ESTRADIOL VALERATE/DIENOGEST 
*
Restricted to NDC labeler Code 50419 (Bayer HealthCare Pharmaceutical, Inc.) 


Tablets
28 tablets/packet
2 x 3mg Estradiol Valerate
ea





5 x 2mg/2mg


ea





17 x 2mg/3mg


ea





2 x 1mg Estradiol Valerate
ea





2 x inert


ea
* ESTRADIOL AND NORGESTIMATE

*
Prior authorization always required. †††

Tablets from combination packet 
15x1
mg/0

(30 tablets/packet)
15x1
mg/0.09 mg


ea †††
ESTRADIOL CYPIONATE AND TESTOSTERONE CYPIONATE


Injection
1
ml/vial


ml



10
ml/vial


ml

‡ ESTRAMUSTINE PHOSPHATE


Capsules
140
mg


ea

* ESTROGENS, A, SYNTHETIC CONJUGATED

*
Prior authorization always required. †††

Tablets
0.625
mg


ea †††



0.9
mg


ea †††



1.25
mg


ea †††
†††
Suspended until further notice
EST (continued)
ESTROGENS, CONJUGATED

‡
+
Tablets or capsules  
0.3
mg


ea



0.625
mg


ea



0.9
mg


ea



1.25
mg


ea



2.5
mg


ea


Vaginal cream
Tube – refill


gm



Tube with applicator


gm

ESTROGENS, CONJUGATED AND MEDROXYPROGESTERONE ACETATE


Tablets
0.625mg – 2.5
mg

Tablets from 28-tablet package
ea



0.625mg – 5
mg

Tablets from 28-tablet package
ea


(Payment limited to a minimum dispensing quantity of three cycles except with the initial prescription or when prior authorization is obtained.)

* ESTROGENS, CONJUGATED WITH METHYLTESTOSTERONE
*
Restricted to claims submitted with dates of service through May 31, 2014, only.

+
Tablets
0.625
mg – 5 mg


ea



1.25
mg – 10 mg


ea



50
mg


ea

ESTROGENS, ESTERIFIED

+
Tablets or capsules
0.3
mg


ea



0.625
mg


ea



1.25
mg


ea



2.5
mg


ea

* ESTROGENS, ESTERIFIED WITH METHYLTESTOSTERONE
*
Restricted to claims submitted with dates of service through May 31, 2014, only.
+
Tablets
0.625
mg – 1.25 mg


ea



1.25
mg – 2.5 mg


ea

ETHACRYNIC ACID

+
Tablets
25
mg


ea

ETH
ETHAMBUTOL

+
Tablets
100
mg


ea



400
mg


ea
‡ ETHINYL ESTRADIOL

+
Tablets
0.02
mg


ea



0.05
mg


ea



0.5
mg


ea

ETHIONAMIDE


Tablets




ea

ETHOSUXIMIDE


Syrup
250
mg/5 ml


ml

‡ ETHYNODIOL DIACETATE AND ETHINYL ESTRADIOL


Tablets
1 mg – 35
mcg

Tablets from 21-tablet packet
ea






Tablets from 28-tablet packet
ea



1 mg – 50
mcg

Tablets from 21-tablet packet
ea






Tablets from 28-tablet packet
ea


(Payment limited to a minimum dispensing quantity of three cycles.  See California Code of Regulations, Title 22, Section 51513(b)(4) regarding exceptions.)

ETONOGESTREL AND ETHINYL ESTRADIOL 

+
Vaginal Ring
0.120mg – 0.015mg


ea

‡ ETOPOSIDE


Injection




ml


Capsules




ea
ETO

‡ ETOPOSIDE PHOSPHATE


Powder for injection




ea

‡ * ETRAVIRINE

*
Restricted to use as combination therapy in the treatment of Human Immunodeficiency Virus (HIV) infection only.

Tablets
25
mg


ea


100
mg


ea



200
mg


ea

‡ * EVEROLIMUS
*
Restricted to use in the treatment of cancer only.

Tablets
2.5
mg


ea



5
mg


ea


7.5
mg


ea


10
mg


ea

Tablets for oral suspension
2
mg


ea †


3
mg


ea †


5
mg


ea †
‡ EXEMESTANE


Tablets
25
mg


ea

†
Effective April 26, 2013
EXE
* EXENATIDE 

*
Restricted to use in the treatment of Type 2 diabetes and labeler code 00310 (AstraZeneca LP) only. 


Pre-filled extended release
  injectable suspension pen
2
mg/pen


ea
*
Extended release injectable 
  suspension vial
2mg/vial


ea

*
Pre-filled Injectable Pen
250mcg/ml
1.2ml

ml

*
Pre-filled Injectable Pen
250mcg/ml
2.4ml

ml

* EZETIMIBE

*
Restricted to treatment of patients currently on a lipid-lowering agent and restricted to NDC labeler code 66582 (Merck/Schering-Plough JV) only. †
+
Tablets
10
mg


ea

* EZETIMIBE/SIMVASTATIN

* 
Restricted to NDC labeler code 66582 (Merck/Schering-Plough JV) only for all strengths.
+
Tablets
10
mg/10 mg


ea



10
mg/20 mg


ea



10
mg/40 mg


ea



* 10
mg/80 mg


ea

* 
Restricted to Medi-Cal beneficiaries who have been taking the 10 mg/80 mg dose long term (e.g. for 12 months or longer) without evidence of muscle toxicity.

†
Effective September 1, 2015
FAM
‡ * FAMCICLOVIR

*
Restricted to use in the treatment of 1) herpes genitalis, 2) herpes zoster (shingles) or 3) herpes simplex virus infections in HIV-infected patients; to NDC labeler code 00078 (Novartis Pharmaceuticals Corporation); and restricted to claims submitted with dates of service from 
August 1, 1997, through October 31, 2008, only. 

Tablets
125
mg


ea



250
mg


ea



500
mg


ea

FAMOTIDINE

+
Tablets
20
mg


ea



40
mg


ea


Oral suspension
40
mg/5 ml


ml

FENOFIBRATE


Tablets
48
mg


ea



145
mg


ea


Restricted to NDC labeler code 00074 (Abbott Laboratories) for the 48 mg and 145 mg tablets only. †


*54
mg


ea



*160
mg


ea

*
Restricted to claims with dates of service from November 1, 2001, through January 31, 2008, for the 54 mg and 160 mg tablets only.

†
Effective April 15, 2016
FEN

FENOFIBRATE, MICRONIZED


Capsules
* 30
mg


ea
*
Restricted to NDC labeler code 27437 (Lupin Pharmaceuticals, Inc.) for the 30 mg capsules only. †


43
mg


ea


* 90
mg


ea 
*
Restricted to NDC labeler code 27437 (Lupin Pharmaceuticals, Inc.) for the 90 mg capsules 
only. †


 130
mg


ea


Restricted to NDC labeler code 27437 (Lupin Pharmaceuticals, Inc.) for the 30 mg, 43 mg, 90 mg and 130 mg capsules only. †


67
mg


ea



134
mg


ea



200
mg


ea

FENOFIBRIC ACID


Restricted to NDC labeler code 00074 (Abbott Laboratories) only. †

Delayed-release capsules
45
mg


ea



135
mg


ea
* FENOPROFEN

*
Restricted to use for arthritis.

+
Tablets or capsules
300
mg


ea



600
mg


ea
Note:
Subject to Step Therapy edits.  See Drugs:  Contract Drugs List Part 8 – Step Therapy for more information.

†
Effective April 15, 2016
FEN (continued)
* FENTANYL

*
Restricted to NDC labeler code 50458 (Janssen Pharmaceutical Products, L.P.) and to a maximum of ten (10) transdermal patches per dispensing and a maximum of three (3) dispensings of any strength in a 75-day period only. †

Transdermal patch
25
mcg


ea



50
mcg


ea



75
mcg


ea



100
mcg


ea

* FENTANYL CITRATE


Transmucosal, oral
200
mcg


ea †††


400
mcg


ea †††



600
mcg


ea †††


800
mcg


ea †††



1,200
mcg


ea †††



1,600
mcg


ea †††
*
Prior authorization always required. †††
* FEXOFENADINE HCL 


Capsules
60
mg


ea †††


Tablets
30
mg


ea †††



60
mg


ea †††



180
mg


ea †††

*
Prior authorization always required. †††
†
Effective November 1, 2012
†††
Suspended until further notice
FES

* FESOTERODINE FUMARATE
*
Restricted to NDC labeler code 00069 (Pfizer, Inc.) only.

Tablet, Extended Release (24-hour)
4
mg


ea



8
mg


ea

‡ FLOXURIDINE


Powder for injection
500
mg/vial


ea

‡ * FLUCONAZOLE

*
Restricted to use in cancer patients and in patients with Human Immunodeficiency Virus (HIV) infection and patients with coccidioidomycosis infection for all strengths and dosage forms.  


Injection
2
mg/ml
100
ml (saline)
ml





200
ml (saline)
ml





100
ml (dextrose)
ml





200
ml (dextrose)
ml


Tablets
50
mg


ea



100
mg


ea



* 150
mg


ea †
*
The 150mg tablet only may be used to treat Vaginal Candidiasis. †


200
mg


ea

‡ FLUDARABINE PHOSPHATE

*
Powder for injection
50
mg/vial


ea

*
Restricted to the specific exclusion of labeler code 50419 (Berlex Laboratories, Inc/Genzyme) for claims after May 31, 2012, for the powder for injection only.


Tablets
10
mg


ea

†
Effective March 1, 2016
FLU

FLUDROCORTISONE ACETATE


Tablets
0.1
mg


ea

FLUNISOLIDE
Restricted to claims for NDC labeler code 59310 (IVAX Labs, Inc.) and with dates of service before August 1, 2007. †

Inhalation Aerosol (without 
  chlorofluorocarbons as the propellant)
80
mcg/actuation
8.9
gm
gm †
*
Nasal spray
0.025
%
25
ml
ml
*
Restricted to claims for NDC labeler code 59310 (IVAX Labs, Inc.) and with dates of service before August 1, 2007. †
FLUOCINOLONE 


Cream
0.01
%
15
gm
gm





60
gm
gm





120
gm
gm





other
quantities
gm



0.025
%
15
gm
gm





60
gm
gm





425
gm
gm


Ointment
0.025
%
15
gm
gm





60
gm
gm


Solution
0.01
%
20
ml
ml





60
ml
ml


Topical oil
0.01
%
120
ml
ml

†
Effective September 1, 2014
FLU (continued)

FLUOCINONIDE


Cream
0.05
%
15
gm
gm





30
gm
gm





60
gm
gm





120
gm
gm


Ointment
0.05
%
15
gm
gm





30
gm
gm





60
gm
gm


Solution
0.05
%
60
ml
ml


Gel
0.05
%
60
gm
gm

FLUOROMETHOLONE


Ophthalmic suspension
0.1
%
5
ml
ml





10
ml
ml





15
ml
ml



0.25
%
2
ml
ml





5
ml
ml





10
ml
ml





15
ml
ml

FLU (continued)
FLUOROURACIL 

‡
Injection
50
mg/ml
10
ml
ml





20
ml
ml





50
ml
ml





100
ml
ml


Solution, topical
1
%


ml


2
%


ml



5
%


ml


Cream
* 0.5
%


gm


1
%


gm
*
Restricted to claims submitted with dates of service from January 1, 2003, through April 30, 2009, for the 0.5 % cream only. 

Restricted to NCD labeler code 00023 (Allergan, Inc.) for the 1 % cream only. †


5
%


gm

* FLUOXETINE HCL
*
Use in beneficiaries less than 7 years of age requires treatment authorization approval. ††††

Capsules
10
mg


ea



20
mg


ea

*
Capsules, delayed release


  enteric-coated pellets
90
mg


ea

*
Restricted to claims with dates of service on or before October 31, 2007.  Continuing care with a date of service on or after November 1, 2007, is available when all of the following conditions are met:  1) The beneficiary has a Medi-Cal fee-for-service paid claim for this drug on or before 
October 31, 2007; 2) A claim has been submitted and paid at least every 100 days; and 3) The claim being submitted is within 100 days of the date of service of the last paid claim submitted.

Tablets
10
mg


ea


Solution
20
mg/5 ml


ml

†
Effective December 1, 2016
††††
Effective January 1, 2017
FLU (continued)

‡ * FLUOXYMESTERONE 

*
Restricted to the treatment of primary hypogonadism (congenital or acquired), hypogonadotropic hypogonadism (congenital or acquired), delayed puberty or metastatic mammary cancer in females.

Tablets
2
mg


ea



5
mg


ea



10
mg


ea

* FLUPHENAZINE

*
Restricted to:  1) The use of antipsychotics for Medi-Cal beneficiaries less than 18 0 – 17 years of age requires treatment authorization approval; 2) The use of antipsychotics for Medi-Cal beneficiaries residing in nursing facilities is restricted to FDA approved indications. †
*
Injection
2.5
mg/ml
10
ml
ml



25
mg/ml


ml

*
Restricted to claims submitted with dates of service through February 28, 2010, for the injection only.  Continuing care with a date of service on or after March 1, 2010, is available when the following conditions are met:  1) The beneficiary had a paid fee-for-service claim for this drug on or before February 28, 2010; 2) A claim has been submitted and paid within the past 100 days; and 
3) The claim being submitted is within 100 days of the date of service of the last paid claim.
+
Tablets
1
mg


ea



2.5
mg


ea



5
mg


ea



10
mg


ea


Liquid
0.5
mg/ml


ml


Liquid concentrate
5
mg/ml


ml

†
Effective January 1, 2017
FLU (continued)

* FLURAZEPAM

*
Restricted to use in the treatment of insomnia.  Use in beneficiaries less than 18 years of age requires treatment authorization approval. †
+
Capsules
15
mg


ea



30
mg


ea

* FLURBIPROFEN

*
Restricted to use for arthritis.
+
Tablets
50
mg


ea



100
mg


ea

‡ FLUTAMIDE 


Capsules
125
mg


ea

FLUTICASONE FUROATE 


Nasal spray
27.5
mcg/actuation
10
gm
gm

FLUTICASONE PROPIONATE 

*
Nasal spray
50
mcg/actuation
16
gm
gm

*
Restricted to brand name Flonase only with NDC labeler code 00173 (GlaxoSmithKline) for the nasal spray and to claims submitted with dates of service from March 1, 1994, through 
February 28, 2011, only.


Oral Inhaler, without chlorofluorocarbons as the propellant



44
mcg/actuation
10.6
gm
gm



110
mcg/actuation
12
gm
gm



220
mcg/actuation
12
gm
gm


Oral powder for inhalation
50
mcg per inhalation
60

ea



100
mcg per inhalation
60

ea



250
mcg per inhalation
60

ea

Note:
“ea” means one blister of drug.

†
Effective January 1, 2017
FLU (continued)

FLUTICASONE PROPIONATE AND SALMETEROL 

*
Oral powder for inhalation
100 mcg/50
mcg per inhalation


60 ea



250 mcg/50
mcg per inhalation


60 ea



500 mcg/50
mcg per inhalation


60 ea
*
Restricted to NDC labeler code 00173 (GlaxoSmithKline) for the oral powder for inhalation only.

Note:
“ea” means one blister of drug.

Oral inhaler, without chlorofluorocarbons as the propellant



45 mcg/21
mcg per inhalation
12
gm
gm



115 mcg/21
mcg per inhalation
12
gm
gm



230 mcg/21
mcg per inhalation
12
gm
gm
* FLUVASTATIN SODIUM

*
Restricted to NDC labeler code 00078 (Novartis Pharmaceuticals Corporation) only.

+
Capsules
20
mg


ea



40
mg


ea

+
Tablets, extended release
80
mg


ea

* FLUVOXAMINE MALEATE 
*
Use in beneficiaries less than 8 years of age requires treatment authorization approval. †

Capsules, extended release
100
mg


ea



150
mg


ea


Tablets
25
mg


ea



50
mg


ea



100
mg


ea

FOLIC ACID

+
Tablets
1
mg


ea
†
Effective January 1, 2017
FON

* FONDAPARINUX SODIUM

*
Restricted to a maximum of ten (10) syringes per dispensing and a maximum of two (2) dispensings per patient in any 12-month period, and restricted to brand name Arixtra with NDC labeler code 00007 (GlaxoSmithKline) only.  Also restricted to claims with dates of service through January 31, 2014. 

Prefilled syringe
2.5
mg


ml


Prefilled syringe
5
mg


ml


Prefilled syringe
7.5
mg


ml


Prefilled syringe
10
mg


ml

* FORMOTEROL FUMARATE

*
Restricted to claims with dates of service from June 1, 2003, through June 30, 2008.


Capsules for oral inhalation
12
mcg


ea

‡ * FOSAMPRENAVIR CALCIUM 

*
Restricted to use as a combination therapy in the treatment of Human Immunodeficiency Virus (HIV) infection; also restricted to NDC labeler code 49702 (ViiV Healthcare) only. †

Tablets
700
mg


ea


Oral Suspension
50
mg/ml


ml

‡ * FOSCARNET SODIUM 

*
Restricted to use in patients with AIDS or AIDS-related conditions.


Injection
24
mg/ml
250
ml
ml





500
ml
ml

‡ FULVESTRANT


*
Restricted to use in the treatment of cancer only.


Injection
50
mg/ml


ml

†
Effective October 1, 2016
FUR

FURAZOLIDONE


Tablets
100
mg


ea


Liquid
50
mg/15 ml


ml

FUROSEMIDE


Injection
10
mg/ml


ml

+
Tablets
20
mg


ea



40
mg
†† 500s

ea



80
mg


ea


Liquid
10
mg/ml
60
ml
ml





120
ml
ml

GABAPENTIN


Capsules
100
mg


ea



300
mg


ea



400
mg


ea


Tablets
600
mg


ea



800
mg


ea


Solution, oral
250
mg/5 ml


ml

GAL

* GALANTAMINE HYDROBROMIDE 
*
Use in beneficiaries less than 18 years of age requires treatment authorization approval. †
*
Tablets
4
mg


ea



8
mg


ea



12
mg


ea

*
Restricted to treatment of mild to moderate dementia of the Alzheimer’s type and to claims with dates of service on or before January 31, 2008.  Continuing care for a date of service on or after February 1, 2008, is available when all of the following conditions are met:  1) the beneficiary has a Medi-Cal paid claim for this drug on or before January 31, 2008; and 2) a claim has been submitted and paid at least every 100 days; and 3) the claim being submitted is within 100 days of the date of service of the last paid claim submitted.
*
Extended-release capsules
8
mg


ea



16
mg


ea



24
mg


ea

*
Restricted to treatment of mild to moderate dementia of the Alzheimer’s type.
*
Solution, oral
4
mg/ml


ml

*

Restricted to treatment of mild to moderate dementia of the Alzheimer’s type and to claims with dates of service on or before January 31, 2008.  Continuing care for a date of service on or after February 1, 2008, is available when all of the following conditions are met:  1) the beneficiary has a Medi-Cal paid claim for this drug on or before January 31, 2008; and 2) a claim has been submitted and paid at least every 100 days; and 3) the claim being submitted is within 100 days of the date of service of the last paid claim submitted.
†
Effective January 1, 2017
GAN

‡ GANCICLOVIR 

*
Capsules
250
mg


ea



500
mg


ea

*
Restricted to use in the treatment of AIDS-related conditions for the capsules only. 
*
Ophthalmic gel
0.15
%


gm

*
Restricted to NDC labeler code 24208 (Bausch & Lomb Pharmaceuticals, Inc.) only and to use for the treatment of acute herpetic keratitis (dendritic ulcers).  Also restricted to a maximum of one tube (5 grams) per dispensing and a maximum of two dispensings in any 12-month period for the ophthalmic gel only. 

‡ * GANCICLOVIR SODIUM

*
Restricted to use in the treatment of AIDS-related conditions.

Powder for injection
500
mg/vial


ea

* GATIFLOXACIN 

*
Restricted to claims with dates of service from April 1, 2003 through April 30, 2010 only.

Ophthalmic solution
0.3
%


ml

‡ * GEFITINIB

*
Restricted to use in the treatment of cancer only.

Tablets
250
mg


ea

‡ * GEMCITABINE HCL

*
Restricted to use in the treatment of cancer only. 


Powder for injection
200
mg/vial


ea



1
gm/vial


ea
GEM

GEMFIBROZIL

+
Tablets or capsules
600
mg


ea

* GEMTUZUMAB OZOGAMICIN 

*
Authorization always required.

Powder for injection
5
mg/vial


ea

GENTAMICIN


Injection
10
mg/ml
2
ml
ml





6
ml
ml





8
ml
ml





10
ml
ml



40
mg/ml
2
ml
ml





20
ml
ml





50
ml
ml


Ophthalmic ointment
0.3
%


gm


Ophthalmic solution/drops
0.3
%
5
ml
ml





15
ml
ml

GLIMEPIRIDE 

+
Tablets
1
mg


ea



2
mg


ea



4
mg


ea

GLIPIZIDE

+
Tablets
5
mg


ea



10
mg


ea

GLU
GLUCAGON (r-DNA ORIGIN) 


Injection, emergency kit
1
mg/vial


ea

GLYBURIDE

+
Tablets
1.25
mg


ea



2.5
mg


ea



5
mg


ea

GLYBURIDE AND METFORMIN HCL

+
Tablets
1.25
mg/250 mg


ea



2.5
mg/500 mg


ea



5
mg/500 mg


ea

GLYCOPYRROLATE


Injection
0.2
mg/ml
1
ml
ml





2
ml
ml





5
ml
ml





20
ml
ml

+
Tablets
1
mg


ea



2
mg


ea

GOLD SODIUM THIOMALATE


Injection




ml

‡ * GOSERELIN ACETATE

*
Restricted to use in the treatment of cancer only.

Implant




ea

GRA
GRANISETRON HYDROCHLORIDE

*
+
Injection
1
mg/ml
1
ml
ml

*
Restricted to a maximum of 1 mg per dispensing.

*
+
Tablets
1
mg


ea

*

Restricted to a maximum of 6 tablets per dispensing.

GRISEOFULVIN


Tablets or capsules (ultramicrosize only)



125
mg


ea



165
mg


ea



250
mg


ea



330
mg


ea


Liquid (micro size only)




ml

GUAIFENESIN WITH CODEINE


Liquid
100
mg – 10 mg/5 ml


ml

GUANABENZ ACETATE

+
Tablets
4
mg


ea



8
mg


ea

* GUANFACINE HCL
*
Use in beneficiaries less than 6 years of age requires treatment authorization approval. †
+
Tablets
1
mg


ea



2
mg


ea

†
Effective January 1, 2017
HAL

* HALOPERIDOL

*
Restricted to:  1) The use of antipsychotics for Medi-Cal beneficiaries less than 18 0 – 17 years of age requires treatment authorization approval; 2)The use of antipsychotics for Medi-Cal beneficiaries residing in nursing facilities is restricted to FDA approved indications. †
+
Tablets
0.5
mg


ea



1
mg


ea



2
mg


ea



5
mg


ea



10
mg


ea



20
mg


ea


Liquid
2
mg/ml
15
ml
ml





120
ml
ml

*
Injection
5
mg/ml
1
ml
ml





10
ml
ml

*
Restricted to claims submitted with dates of service through February 28, 2010, for the injection only.  Continuing care with a date of service on or after March 1, 2010, is available when the following conditions are met:  1) The beneficiary had a paid fee-for-service claim for this drug on or before February 28, 2010; 2) A claim has been submitted and paid within the past 100 days; and 
3) The claim being submitted is within 100 days of the date of service of the last paid claim. 

*
Injection, decanoate
50
mg/ml
1
ml
ml





5
ml
ml



100
mg/ml
1
ml 
ml





5
ml
ml

*
Restricted to claims submitted with dates of service through February 28, 2010, for the decanoate injection only.  Continuing care with a date of service on or after March 1, 2010, is available when the following conditions are met:  1) The beneficiary had a paid fee-for-service claim for this drug on or before February 28, 2010; 2) A claim has been submitted and paid within the past 100 days; and 3) The claim being submitted is within 100 days of the date of service of the last paid claim. 

†
Effective January 1, 2017
HEP

HEPARIN


Injection




ml


Injection, premixed
in 5
% 
Dextrose and water (D5W)
ml



in 0.9
%
Sodium Chloride (NS)

ml

* HEPATITIS A VIRUS VACCINE †
*
Restricted to:  1) Medi-Cal beneficiaries 19 years of age and older.  2) Two doses of vaccine per lifetime. 3) Use of this vaccine must be based on the guidelines published by the Centers for Disease Control and Prevention (CDC). †

Injection
50
units/ml


ml †


1,440
units/ml


ml †
* HEPATITIS A & B VIRUS VACCINE †
*
Restricted to:  1) Medi-Cal beneficiaries 19 years of age and older.  2) Use of this vaccine must be based on the guidelines published by the Centers for Disease Control and Prevention (CDC). †

Injection
1-dose
syringe


ml †


1-dose
vial


ml †
* HEPATITIS B VIRUS VACCINE †
*
Restricted to:  1) Medi-Cal beneficiaries 19 years of age and older.  2) Use of this vaccine must be based on the guidelines published by the Centers for Disease Control and Prevention (CDC). †

Injection
10
mcg/ml


ml †


20
mcg/ml


ml † 


40
mcg/ml


ml †
HOMATROPINE


Ophthalmic solution
2
%
5
ml
ml





15
ml
ml



5
%
5
ml
ml





15
ml
ml

†
Effective February 1, 2016
HUM
* HUMAN PAPILLOMAVIRUS VACCINE †
*
Restricted to:  1) Medi-Cal beneficiaries 19 years of age and older.  2) Three doses of vaccine per lifetime.  3) Use of this vaccine must be based on the guidelines published by the Centers for Disease Control and Prevention (CDC). †

Injection
1-dose
syringe


ml †


1-dose
vial


ml †
* HYALURONIDASE
*
Restricted to claims submitted with dates of service through March 31, 2001, only. †

Injection
150
U


ea



1,500
U


ea

HYDRALAZINE


Injection
20
mg/ml


ml

+
Tablets
10
mg


ea



25
mg


ea



50
mg


ea



100
mg


ea

HYDROCHLOROTHIAZIDE

+
Capsules
12.5
mg


ea

+
Tablets
25
mg


ea



50
mg
†† 1000s

ea



100
mg


ea

HYDROCODONE AND ACETAMINOPHEN 

*
Tablets
5
mg/325 mg


ea



5
mg/500 mg


ea

*
Restricted to a maximum quantity per dispensing of 30 tablets and a maximum of three (3) dispensings within any 75-day period for the tablets only. 

Note:
5 mg/500 mg is no longer manufactured or available. 

*
Oral Solution
7.5
mg/325 mg/15 ml


ml

*
Restricted to use in individuals less than 14 years of age for the oral solution only.

†
Effective February 1, 2016
HYD
HYDROCORTISONE


Injection
25
mg/ml
5
ml
ml





10
ml
ml



50
mg/ml
5
ml
ml





10
ml
ml


Tablets
5
mg


ea



10
mg


ea



20
mg


ea


Rectal foam, aerosol


  with rectal applicator
10
%


gm


Retention enema
100
mg/60 ml
60
ml
ml


Topical cream
1
%
15
gm
gm





20
gm
gm





30
gm
gm





60
gm
gm





120
gm
gm





454
gm
gm



2.5
%
20
gm
gm





30
gm
gm


Lotion
1
%
60
ml
ml





120
ml
ml



2.5
%
60
ml
ml


Ointment
1
%
15
gm
gm





20
gm
gm





30
gm
gm





120
gm
gm





454
gm
gm



2.5
%
20
gm
gm

* HYDROCORTISONE ACETATE WITH PRAMOXINE

*
Restricted to claims submitted with dates of service from October 1, 1999, through November 30, 2008, only.

Cream, with rectal applicator 
1
% – 1 %


gm

HYD (continued)

HYDROCORTISONE WITH POLYMYXIN B


Otic drops


10
ml
ml





15
ml
ml
HYDROCORTISONE WITH POLYMYXIN B AND NEOMYCIN


Otic solution
1%, 10,000 units – 3.3
mg/ml
10
ml
ml


Otic suspension
1%, 10,000 units – 3.3
mg/ml
10
ml
ml

HYDROMORPHONE


Injection
1
mg/ml
1
ml
ml



2
mg/ml
1
ml
ml





20
ml
ml



3
mg/ml


ml



4
mg/ml


ml



10
mg/ml
1
ml
ml





5
ml
ml


Tablets
1
mg


ea



* 2
mg


ea

*
Restricted to a maximum dispensing quantity of 90 tablets and a maximum of three (3) dispensings in any 75-day period for the 2 mg tablets only.



3
mg


ea



* 4
mg


ea

*
Restricted to a maximum dispensing quantity of 120 tablets and a maximum of three (3) dispensings in any 75-day period for the 4 mg tablets only. 



* 8
mg


ea

*
Restricted to a maximum dispensing quantity of 120 tablets and a maximum of three (3) dispensings in any 75-day period for the 8 mg tablets only.


Suppositories
3
mg


ea

HYDROXYCHLOROQUINE


Tablets
200
mg


ea

HYD (continued)

‡ HYDROXYUREA 


Capsules
200
mg


ea



300
mg


ea



400
mg


ea



500
mg


ea


Tablets
1000
mg


ea

HYDROXYZINE HCL

+
Tablets
10
mg


ea



25
mg


ea



50
mg


ea


Syrup
10
mg/5 ml


ml
HYDROXYZINE PAMOATE

+
Capsules
25
mg


ea



50
mg


ea
IBANDRONATE SODIUM 


Restricted to NDC labeler code 00004 (Hoffmann-La Roche) only. †
Tablets
150
mg


ea

IBUPROFEN

+
Tablets or Capsules
300
mg


ea



400
mg


ea



600
mg


ea



800
mg


ea


Suspension
100
mg/5 ml


ml
Note:
Subject to Step Therapy edits.  See Drugs:  Contract Drugs List Part 8 – Step Therapy for more information. 
‡ * IDELALISIB

*
Restricted to use in the treatment of cancer only.


Tablets
100
mg


ea


150
mg


ea

†
Effective April 15, 2016
IFO
‡ IFOSFAMIDE


Powder for injection
1
gm/vial


ea



3
gm/vial


ea

‡ IFOSFAMIDE WITH MESNA


Combo pack injection




ea package

* ILOPERIDONE

*
Restricted to:  1) The use of antipsychotics for Medi-Cal beneficiaries less than 18 0 – 17 years of age requires treatment authorization approval; 2) The use of antipsychotics for Medi-Cal beneficiaries residing in nursing facilities is restricted to FDA approved indications; and 3) Restricted to labeler codes 43068 (Vanda Pharmaceuticals Inc.) and 00078 (Novartis Pharmaceuticals Corporation) only. †

Tablets
1
mg


ea



2
mg


ea



4
mg


ea



6
mg


ea



8
mg


ea



10
mg


ea



12
mg


ea

‡ * IMATINIB MESYLATE

*
Restricted to use in the treatment of cancer only for all strengths and dosage forms and also restricted to labeler code 00078 (Novartis Pharmaceuticals Corporation) only.

Capsules
100
mg


ea


Tablets
100
mg


ea


400
mg


ea

* IMIPRAMINE HCL
*
Use in beneficiaries less than 6 years of age requires treatment authorization approval. †

Injection
25
mg
2
ml
ml


Tablets
10
mg


ea



25
mg


ea



50
mg


ea

†
Effective January 1, 2017
IMI

* IMIQUIMOD

*
Restricted to only dates of service from April 1, 2008, through August 31, 2011.


Cream
5
%


ea packet

§ ‡ * IMMUNE GLOBULIN, INTRAVENOUS, GAMMA (IGG)

*
Restricted to patients with AIDS or AIDS-related conditions who are less than 13 years old and restricted to paid claims with dates of service from February 1, 2006, through March 31, 2012.

Injection
5
%


ml



10
%


ml

‡ * IMMUNE GLOBULIN, Rh0 (D), INTRAVENOUS

*
Restricted to patients with immune thrombocytopenic purpura secondary to Human Immunodeficiency Virus (HIV) infection.
*
Restricted to claims submitted with dates of service through October 31, 2006, only. †

Powder for injection
600
IU


ea



1500
IU


ea

INDAPAMIDE

+
Tablets or capsules 
1.25
mg


ea



2.5
mg


ea

‡ * INDINAVIR SULFATE

*
Restricted to use as combination therapy in the treatment of Human Immunodeficiency Virus (HIV) infection.


Capsules
100
mg


ea



200
mg


ea



333
mg


ea



400
mg


ea

†
Effective February 1, 2016
IND

INDOMETHACIN

+
Capsules
25
mg
†† 1000s

ea



50
mg


ea
Note:
Subject to Step Therapy edits.  See Drugs:  Contract Drugs List Part 8 – Step Therapy 
for more information. 

* INFLUENZA A (H1N1) VIRUS VACCINE 
*
Restricted to claims submitted with dates of service through December 31, 2010, only. †
Note:
Use of the influenza A (H1N1) vaccine must be based on the guidelines published by the 
Centers for Disease Control and Prevention (CDC) and the California Department of Public Health.

Injection (single dose vial)
15 mcg/0.5 ml
0.5 ml


ml


Injection (multi-dose vial)
15 mcg/0.5 ml
5.0 ml


ml


Prefilled syringe (pediatric)
0.25 ml
0.25 ml


ml


Prefilled syringe
15 mcg/0.5 ml
0.5 ml


ml

INFLUENZA VIRUS VACCINE


Injection (single dose vial)


0.5
ml
ml


Injection (multi-dose vial)

 
5
ml
ml


Prefilled syringe


0.25
ml
ml





0.5
ml
ml

INSULIN (See 
the Drugs:  Contract Drugs List Part 2 – Over-the-Counter Drugs section in this manual for OVER-THE-COUNTER INSULINS)

Injection, concentrated, USP (rDNA ORIGIN) 


  regular 
500
Units/ml
20
ml
ml

†
Effective February 1, 2016
INS

* INSULIN ASPART

*
Restricted to claims with dates of service on or before September 30, 2009.  Continuing care with a date of service on or after October 1, 2009, is available when the following conditions are met:  
1) The beneficiary had a Medi-Cal fee-for-service paid claim for this drug on or before 
September 30, 2009; 2) A claim has been submitted and paid within the past 100 days; and 3) The claim being submitted is within 100 days of the date of service of the last paid claim.


Injection
100
Units/ml
10
ml
ml

INSULIN ASPART PROTAMINE SUSPENSION/INSULIN ASPART, (rDNA ORIGIN)


Injection


Insulin aspart protamine 70%


  and insulin aspart 30%
100
Units/ml
10
ml
ml

* INSULIN DETEMIR (rDNA origin)

*
Restricted to claims with dates of service from July 1, 2006, through September 30, 2012.  Continuing care with a date of service on or after October 1, 2012, is available when the following conditions are met:  1) The beneficiary had a Medi-Cal fee-for-service paid claim for this drug on or before September 30, 2012; 2) A claim has been submitted and paid within the past 100 days; and 3) The claim being submitted is within 100 days of the date of service of the last paid claim.

+
Injection
100
Units/ml 
10
ml
ml

INSULIN GLARGINE (rDNA origin) 


Injection
100
Units/ml
10
ml
ml

INSULIN LISPRO, (rDNA ORIGIN)


Injection
100
Units/ml
10
ml
ml

INS (continued)

INSULIN LISPRO PROTAMINE SUSPENSION/INSULIN LISPRO INJECTION (rDNA ORIGIN)


Injection


  Insulin lispro protamine 75% and


  insulin lispro 25%
100
Units/ml
10
ml
ml


  Insulin lispro protamine 50% and


  insulin lispro 50%
100
Units/ml
10
ml
ml

‡ INTERFERON, ALFA-2A


Injection




ml


Injection, prefilled syringe




ea


Powder for injection




ea
‡ INTERFERON, ALFA-2B


Injection




ml


Powder for injection




ea


Injection kit




ea


Injection pen




ml

* INTERFERON ALFACON-1

*
Restricted to NDC labeler code 55513 (Amgen USA) for claims submitted with dates of service from September 1, 1998, to September 30, 2003, for the treatment of chronic hepatitis C virus infection.


Injection
30
mcg/ml
0.3
ml
ml





0.5
ml
ml


Injection, prefilled syringe
30
mcg/ml
0.3
ml
ml





0.5
ml
ml

INT
INTRAVENOUS SOLUTIONS

SIMPLE INTRAVENOUS SOLUTIONS




ml


Simple intravenous solutions are typically used for hydration therapy.  Included are commercially available (non-compounded) solutions such as Normal Saline, Dextrose (up to 10% in Water) and Lactated Ringer’s Solution; commercially prepared solutions of potassium chloride in such solutions are also included in this definition.  Simple intravenous solutions should be billed using the product’s National Drug Code (NDC) number.

* PARENTERAL NUTRITION SOLUTIONS (TPN OR HYPERALIMENTATION)


ml

*

Restricted to dispensing within 10 days following inpatient discharge from an acute care hospital, when I.V. therapy with the same product was started before discharge.  There is a maximum of 10 days supply per dispensing within this 10-day period.


(Parenteral nutrition solutions are intravenously or intra-arterially administered nutritional products that typically are suspensions or solutions of amino acids or protein, dextrose, lipids, electrolytes, vitamin &/or mineral supplements and trace elements.)


Adjuncts to parenteral nutrition are other drugs which are physically mixed into a parenteral nutrition solution at any time prior to administration.  Bill for these products as part of the parenteral nutrition billing.

Note:
Non-compounded products must be billed using the product’s NDC number.  Compounded solutions must be billed as a compound claim.  See the Compound Drug Pharmacy Claim Form (30-4) Completion section for more information.

INT (continued)

INTRAVENOUS SOLUTIONS (continued)

* SEPARATELY ADMINISTERED INTRAVENOUS LIPIDS


ml

*
Restricted to dispensing within 10 days following inpatient discharge from an acute care hospital, when I.V. therapy with the same product was started before discharge.  There is a maximum of 10 days supply per dispensing within this 10-day period.



Intravenous lipid solutions or suspensions that are administered separately from parenteral nutrition solutions (that is, are not physically mixed into the parenteral nutrition solution container) should be billed using the product’s NDC number.

* INTRAVENOUS SOLUTIONS OF UNLISTED ANTIBIOTICS


ml

*
Restricted to dispensing within 10 days following inpatient discharge from an acute care hospital, when I.V. therapy with the same antibiotic was started before discharge.  There is a maximum of 10 days supply per dispensing within the 10-day period.

Note:
Non-compounded products must be billed using the product’s NDC number.  Compounded solutions must be billed as a compound claim. See the Compound Drug Pharmacy Claim Form (30-4) Completion section for more information. 

* INTRAVENOUS SOLUTIONS OF OTHER UNLISTED DRUGS


ml

*
Restricted to dispensing within 10 days following inpatient discharge from an acute care hospital, when I.V. therapy with the same drug was started before discharge.  There is a maximum of 10 days supply per dispensing within the 10-day period.

Note:
Non-compounded products must be billed using the product’s NDC number.  Compounded solutions must be billed as a compound claim. See the Compound Drug Pharmacy Claim Form (30-4) Completion section for more information. 

IPI
‡ * IPILIMUMAB †
*
Restricted to use in the treatment of cancer only. †

Injection
50
mg/10 ml


ml †


200
mg/40 ml


ml †
IPRATROPIUM BROMIDE

*
Aerosol inhaler with adapter


14.7
gm
gm

*
Aerosol inhaler without adapter


14
gm
gm

*
Restricted to claims with dates of services from March 1, 1994, through July 31, 2008, for the aerosol inhaler with or without adapter only.

Inhalant solution
0.02
%
2.5
ml
ml

IPRATROPIUM BROMIDE AND ALBUTEROL SULFATE

Inhaler


4
gm
gm 





14.7
gm
gm


Solution for inhalation
0.5
mg/3.0 mg
3
ml
ml

* IRBESARTAN

*
Restricted to claims submitted with dates of service from January 1, 2003, through 
October 31, 2013, only. 
+
Tablets
75
mg


ea



150
mg


ea



300
mg


ea

* IRBESARTAN AND HYDROCHLOROTHIAZIDE



*
Restricted to claims submitted with dates of service from January 1, 2003, through 
October 31, 2013, only.
+
Tablets
150
mg – 12.5 mg


ea



300
mg – 12.5 mg


ea



300
mg – 25 mg


ea

†
Effective July 1, 2015
IRI
‡ IRINOTECAN HCL 


Injection




ml

IRON DEXTRAN INJECTION


Injection
2
ml


ml

ISOETHARINE HYDROCHLORIDE


Solution
1
%
10
ml
ml





30
ml
ml

* ISOMETHEPTENE MUCATE, DICHLORALPHENAZONE AND APAP

*
Restricted to a maximum dispensing quantity of 45 capsules per dispensing and a maximum of three (3) dispensings in any 75-day period.
+
Capsules
65
mg – 100 mg – 325 mg


ea

ISONIAZID


Injection
100
mg/ml


ml

+
Tablets
50
mg


ea



100
mg


ea



300
mg


ea


Liquid
10
mg/ml


ml

ISO
ISOSORBIDE DINITRATE

+
Tablets


Sublingual
2.5
mg


ea



5
mg


ea



10
mg


ea


Chewable
5
mg


ea



10
mg


ea


Oral
5
mg


ea



10
mg


ea



20
mg


ea



30
mg


ea



40
mg


ea

* ISOSORBIDE DINITRATE AND HYDRALAZINE HYDROCHLORIDE 

*
Restricted to the treatment of heart failure as an adjunct to cardiovascular medications.

Tablets
20
mg – 37.5 mg


ea

ISOSORBIDE MONONITRATE 


Tablets, extended release
60
mg


ea



120
mg


ea

ISRADIPINE

+
Capsules
2.5
mg


ea



5
mg


ea

+
*
Tablets, controlled release
5
mg


ea



10
mg


ea

*
Restricted to NDC labeler codes 65726 (Reliant Pharmaceuticals, LLC) and 00173 (GlaxoSmithKline LLC corporate parent of Reliant Pharmaceuticals, LLC) claims submitted with dates of service through October 31, 2013, for controlled release tablets only. †
†
Effective October 1, 2016
ITR

‡ * ITRACONAZOLE

*
Restricted to use in patients with AIDS or AIDS-related conditions.

Capsules
100
mg


ea


Oral solution
10
mg/ml


ml


Injection kit




ea

IVERMECTIN 


Topical lotion
0.5
%


gm
‡ * IXABEPILONE
*
Restricted to use in the treatment of cancer only.


Injection kit
15
mg


ea



45
mg


ea

‡ * IXAZOMIB †
*
Restricted to use in the treatment of cancer only. †

Capsules
2.3
mg


ea †


3
mg


ea †


4
mg


ea †
KANAMYCIN SULFATE


Injection
0.5
gm/2 ml


ml



1
gm/3 ml


ml



75
mg/2 ml


ml
KETOCONAZOLE

‡
Tablets
200
mg


ea


Topical cream 
2
%
15
gm
gm





30
gm
gm





60
gm
gm

†
Effective December 9, 2015
KET

* KETOPROFEN

*
Restricted to use for arthritis.
+
Tablets or capsules
25
mg


ea



50
mg


ea



75
mg


ea
Note:
Subject to Step Therapy edits.  See Drugs:  Contract Drugs List Part 8 – Step Therapy for more information.

KETOROLAC TROMETHAMINE

*
Restricted to NDC labeler code 00023 (Allergan, Inc.) only.


Ophthalmic solution
0.4
%


ml



* 0.5
%


ml 

Ophthalmic solution, single use vials
* 0.45
%
30s

ea 
KETOTIFEN FUMARATE


Ophthalmic solution
0.025
%


ml

LABETALOL HCL

+
Tablets
100
mg


ea



200
mg


ea



300
mg


ea

LAMIVUDINE

‡
*
Liquid
10
mg/ml


ml

*
Restricted to use as combination therapy in the treatment of Human Immunodeficiency Virus (HIV) infection for the liquid only. 
*
Oral Solution
5
mg/ml


ml 

*
Restricted to use for the treatment of chronic Hepatitis B virus infection. and to NDC labeler code 00173 (GlaxoSmithKline) for the oral solution only. †
*
Tablets
100
mg


ea

*
Restricted to use for the treatment of chronic Hepatitis B virus. infection and to NDC labeler code 00173 (GlaxoSmithKline) for the 100 mg tablets only. †
†
Effective April 1, 2016
LAM
LAMIVUDINE (continued)
‡
*
Tablets
150
mg


ea



300
mg


ea

*
Restricted to use as combination therapy in the treatment of Human Immunodeficiency Virus (HIV) infection for the 150 mg and 300 mg tablets only. 
‡ * LAMIVUDINE AND ZIDOVUDINE 

*
Restricted to use as combination therapy in the treatment of Human Immunodeficiency Virus (HIV) infection. 

Tablets
150 mg/300
mg


ea

* LAMOTRIGINE
*
Use in beneficiaries less than 13 years of age requires treatment authorization approval. †
+
Tablets
25
mg


ea



100
mg


ea



150
mg


ea



200
mg


ea

*
Starter Kits


Tablets
25
mg

Tablets from 35-tablet kit
ea



25 mg – 100
mg

Tablets from 49-tablet kit
ea



25 mg – 100
mg

Tablets from 98-tablet kit
ea

*
Restricted to NDC labeler code 00173 (GlaxoSmithKline) for the Starter Kits Tablets only. 

* LANSOPRAZOLE 

*
Restricted to NDC labeler codes 00300 (TAP Pharmaceuticals, Inc.) and 64764 (Takeda Pharmaceuticals America Inc.) and to claims submitted with dates of service prior to 
February 28, 2010, only. 
+
Capsules
15
mg


ea



30
mg


ea

†
Effective January 1, 2017
LAN
* LANTHANUM CARBONATE 
*
Restricted to use in patients with end-stage renal disease and restricted to claims submitted with dates of service from October 1, 2005 to December 31, 2014.

Chewable tablets
250
mg


ea


500
mg


ea



750
mg


ea



1000
mg


ea

‡ * LAPATINIB
*
Restricted to use in the treatment of cancer only. 

Tablets
250
mg


ea
* LATANOPROST

*
Restricted for claims submitted with dates of service from July 1, 1997, through October 31, 2005.

Ophthalmic solution
0.005
%


ml
* LEDIPASVIR/SOFOSBUVIR

*
Requires a Treatment Authorization Request (TAR).  Restricted to use in the treatment of chronic Hepatitis C Virus (HCV) infection in adults (≥18 years of age).  Also restricted to 1) a maximum quantity of 28 tablets per dispensing; and 2) duration of therapy lasting up to 8, 12 or 24 weeks from the dispensing date of the first prescription. 


Tablets
90
mg/400 mg


ea

Note:
Providers must provide documentation of baseline HCV-RNA level and HCV genotype.  In addition, when applicable, providers must document relevant clinical information (i.e., failure of prior treatment, presence of cirrhosis, etc.) in support of medical necessity for duration of therapy.  Failure to submit supporting documentation may delay authorization of the TAR.

LEFLUNOMIDE 


Tablets
10
mg


ea



20
mg


ea
LEN

* LENALIDOMIDE

*
Restricted to use in the treatment of Multiple Myeloma and to claims submitted with dates of service from June 29, 2006, through February 28, 2010, only.  Continuing care with a date of service on or after March 1, 2010, is available when the following conditions are met:  1) The beneficiary had a paid fee-for-service claim for this drug on or before February 28, 2010; 2) A claim has been submitted and paid within the past 100 days; and 3) The claim being submitted is within 100 days of the date of service of the last paid claim. 


Capsules
5
mg


ea



10
mg


ea



15
mg


ea



25
mg


ea

‡ * LENVATINIB 

*
Restricted to use in the treatment of cancer only.  Also restricted to labeler code 62856 (Eisai Inc.) only. †

Capsules
8
mg/day


ea


10
mg/day


ea



14
mg/day


ea



18
mg/day


ea


20
mg/day


ea



24
mg/day


ea

Note:
“ea” means capsule. 

‡ * LETROZOLE 


*
Restricted to use in the treatment of cancer only.


Tablets
2.5
mg


ea

LEUCOVORIN CALCIUM


Injection
3
mg/ml
1
ml
ml


Powder for injection
50
mg/vial


ea



100
mg/vial


ea


Tablets
5
mg


ea



10
mg


ea



25
mg


ea

†
Effective January 1, 2017
LEU
‡ * LEUPROLIDE ACETATE

*
Restricted to use in the treatment of cancer only.  Also restricted to NDC labeler codes 00074 (Abbott Laboratories) and 00024 (Sanofi-Aventis, US LLC) only. †


Injection
5
mg/ml
2.8
ml
ml


Injection, prefilled dual chamber syringe
7.5
mg


ea



22.5
mg


ea



30
mg


ea



45
mg


ea


Powder for injection
7.5
mg/vial


ea



22.5
mg/vial


ea



30
mg/vial


ea

* LEVALBUTEROL HCL 

*
Restricted to NDC labeler code 63402 (Sepracor Inc.) and to claims submitted with dates of service from April 1, 2000 through June 30, 2009 only.

Inhalation solution
0.31
mg


ml



0.63
mg


ml



1.25
mg


ml

* LEVALBUTEROL TARTRATE

*
Restricted to NDC labeler code 63402 (Sepracor Inc.) only, and restricted to claims submitted with dates of service from November 1, 2005, through April 30, 2014, only. 

Oral inhaler without


  chlorofluorocarbons as the propellant
15
gm


gm

‡ LEVAMISOLE HCL 


Tablets
50
mg


ea
†
Effective May 1, 2015
LEV
LEVETIRACETAM 


Solution, oral
100
mg/ml


ml


Tablets
250
mg


ea



500
mg


ea



750
mg


ea



1000
mg


ea

*
Tablets, extended-release
500
mg


ea

*
Restricted to NDC labeler code 50474 (UCB Pharma, Inc.) only and to claims with dates of service from January 1, 2009, through December 31, 2011, for the extended-release tablets only.  Continuing care with a date of service on or after January 1, 2012, is available when the following conditions are met:  1) The beneficiary had a paid fee-for-service claim for this drug on or before December 31, 2011; 2) A claim has been submitted and paid within the past 100 days; and 3) The claim being submitted is within 100 days of the date of service of the last paid claim.

LEVOCARNITINE


Reimbursement limited to Sigma-tau Pharmaceuticals, Inc., brand only. †
*
Tablets
330
mg


ea
*
Reimbursement limited to NDC labeler code 54482 (Sigma-tau Pharmaceuticals, Inc.) for the tablets only. †

Liquid, oral
100
mg/ml


ml

LEVODOPA

+
Tablets or capsules
250
mg


ea



500
mg


ea

†
Effective April 15, 2016
LEV (continued)

LEVOFLOXACIN 

*
Ophthalmic solution
0.5
%
2.5
ml
ml





5.0
ml
ml

*
Restricted to claims with dates of service from July 1, 2001 through September 30, 2010 for the 0.5% strength ophthalmic solution only.
*
Ophthalmic solution
1.5
%
5.0
ml
ml

*
Restricted to claims with dates of service from October 1, 2008 through September 30, 2011 for the 1.5% strength ophthalmic solution only.

*
Tablets
250
mg


ea



500
mg


ea



750
mg


ea

*
Restricted to a maximum quantity per dispensing of ten (10) tablets and a maximum of two (2) dispensings in any 30-day period. and restricted to NDC labeler codes 00045 (McNeil Pharmaceutical dba Ortho-McNeil Pharmaceutical, Inc.) and 50458 (Ortho-McNeil Janssen Pharmaceuticals, Inc.) for tablets only. †

LEVONORGESTREL


Tablets




ea ††††
Note:
Please refer to Contract Drugs List Part 2 – Over-the-Counter Drugs. ††††
†
Effective April 1, 2016

††††
Effective May 1, 2016
LEV (continued)

‡ LEVONORGESTREL AND ETHINYL ESTRADIOL


Payment limited to a minimum dispensing quantity of three cycles.  See California Code of Regulations (CCR), Title 22, Section 51513(b)(4) regarding exemptions.

Tablets
0.1mg – 20
mcg

Tablets from 21 tablet packet
ea





Tablets from 28 tablet packet
ea


0.15mg – 30
mcg

Tablets from 21 tablet packet
ea






Tablets from 28 tablet packet
ea




Tablets from 91 tablet packet 
ea †

Tablets from 6/5/10 combination packet


(21 tablets/packet)




ea



6 x 0.05
mg/30 mcg



5 x 0.075
mg/40 mcg



10 x 0.125
mg/30 mcg


(28 tablets/packet)




ea



6 x 0.05
mg/30 mcg



5 x 0.075
mg/40 mcg



10 x 0.125
mg/30 mcg




7 x inert

‡ * LEVONORGESTREL, ETHINYL ESTRADIOL 

  AND PREGNANCY TEST

*
Restricted to a maximum quantity of one kit per dispensing, with a maximum of three kits in any 12-month period. †††

Emergency contraceptive kit containing 
kits (ea) †††



4 tablets
0.25
mg – .05 mg


1 urine
pregnancy test

†
Effective April 1, 2016
†††
Suspended until further notice
LEV (continued)

LEVORPHANOL TARTRATE


Injection
2
mg
1
ml
ml





10
ml
ml


Tablets
2
mg


ea

LEVOTHYROXINE SODIUM

+
Tablets or capsules
0.025
mg


ea



0.05
mg


ea



0.075
mg


ea



0.088
mg


ea



0.1
mg


ea



0.112
mg


ea



0.125
mg


ea



0.137
mg


ea



0.15
mg


ea



0.175
mg


ea



0.2
mg


ea



0.3
mg


ea

* LIDOCAINE HYDROCHLORIDE 

*
Restricted to a maximum quantity of 20 ml per dispensing.

+
Injection
1
%
10
ml
ml





20
ml
ml

LINAGLIPTIN


Tablets
5
mg


ea

LINAGLIPTIN/METFORMIN HCL


Tablets
2.5
mg/500 mg


ea



2.5
mg/850 mg


ea



2.5
mg/1000 mg


ea

LIN

LINEZOLID †††

Tablets
600
mg


ea †††

Suspension
100
mg/5 ml
150
ml
ml †††

Prior authorization always required. †††
* LISDEXAMFETAMINE DIMESYLATE 

*
Restricted to use in Attention Deficit Disorder in individuals from 4 years through 16 years of age only and restricted to labeler Code 59417 (Shire US. Inc.). †  Use in beneficiaries less than 6 years of age or greater than 16 years of age requires treatment authorization approval. †

Capsules
10
mg


ea


20
mg


ea



30
mg


ea



40
mg


ea



50
mg
 

ea



60
mg


ea



70
mg


ea

LISINOPRIL

+
Tablets
2.5
mg


ea



5
mg


ea



10
mg


ea



20
mg


ea



30
mg


ea



40
mg


ea

* LITHIUM CARBONATE
*
Use in beneficiaries less than 12 years of age requires treatment authorization approval. †

Tablets
300
mg


ea


Capsules
300
mg


ea


Tablets, long-acting
300
mg


ea

†††
Suspended until further notice
†
Effective January 1, 2017
LIT
* LITHIUM CITRATE
*
Use in beneficiaries less than 12 years of age requires treatment authorization approval. †

Liquid
8
mEq/5 ml


ml

LODOXAMIDE 


Ophthalmic solution
0.1
%


ml

‡ LOMUSTINE


Capsules
10
mg


ea



40
mg


ea



100
mg


ea


Dose-pack




ea

‡ * LOPINAVIR AND RITONAVIR 

*
Restricted to use as combination therapy in the treatment of Human Immunodeficiency Virus (HIV) 

infection.  Also restricted to NDC labeler code 00074 (Abbott Laboratories) only.

Capsules
133.3
mg – 33.3 mg


ea


Oral solution
400
mg – 100 mg/5 ml


ml

Tablets
200 
mg – 50 mg


ea



100
mg – 25 mg


ea

LORATADINE 


Prior authorization always required. 


Tablets
10
mg


ea

Liquid
5
mg/5 ml


ml
* LORAZEPAM 

*
Restricted to a maximum dispensing quantity of 30 tablets and a maximum of three dispensings of Lorazepam tablets per patient within any 75-day period.  Use in beneficiaries less than 18 years of age requires treatment authorization approval. †

Tablets
0.5
mg


ea



1
mg


ea



2
mg


ea

†
Effective January 1, 2017
LOS

LOSARTAN


Restricted to NDC labeler code 00006 (Merck & Co., Inc.) only. †
+
Tablets
25
mg


ea



50
mg


ea



100
mg


ea

LOSARTAN AND HYDROCHLOROTHIAZIDE


Restricted to NDC labeler code 00006 (Merck & Co., Inc.) only. †
+
Tablets
50
mg – 12.5 mg


ea



100
mg – 12.5 mg


ea



100
mg – 25 mg


ea

* LOTEPREDNOL ETABONATE 

*
Restricted to NDC labeler code 24208 (Bausch and Lomb Incorporated) only. 



Ophthalmic suspension
0.2
%


ml



0.5
%


ml

LOTEPREDNOL ETABONATE/TOBRAMYCIN


Ophthalmic suspension
0.5
%/0.3 %


ml

* LOVASTATIN

*
Restricted to claims with dates of service from June 1, 2003 through January 31, 2008.
+
Tablets, extended release
10
mg


ea



20
mg


ea



40
mg


ea



60
mg


ea

†
Effective April 15, 2016
LOX

* LOXAPINE HCL

*
Restricted to:  1) The use of antipsychotics for Medi-Cal beneficiaries less than 18 0 – 17 years of age requires treatment authorization approval; 2) The use of antipsychotics for Medi-Cal beneficiaries residing in nursing facilities is restricted to FDA approved indications. †

Solution
25
mg/ml


ml

*
Injection
50
mg/ml


ml

*
Restricted to claims submitted with dates of service through February 28, 2010, for the injection only.  Continuing care with a date of service on or after March 1, 2010, is available when the following conditions are met:  1) The beneficiary had a paid fee-for-service claim for this drug on or before February 28, 2010; 2) A claim has been submitted and paid within the past 100 days; and 
3) The claim being submitted is within 100 days of the date of service of the last paid claim.
* LOXAPINE SUCCINATE 

*
Restricted to:  1) The use of antipsychotics for Medi-Cal beneficiaries less than 18 0 – 17 years of age requires treatment authorization approval; 2) The use of antipsychotics for Medi-Cal beneficiaries residing in nursing facilities is restricted to FDA approved indications. †

Capsules
5
mg


ea



10
mg


ea



25
mg


ea



50
mg


ea

†
Effective January 1, 2017
LUR

* LURASIDONE HYDROCHLORIDE

*
Restricted to:  1) The use of antipsychotics for Medi-Cal beneficiaries less than 18 0 – 17 years of age requires treatment authorization approval; 2) The use of antipsychotics for Medi-Cal beneficiaries residing in nursing facilities is restricted to FDA approved indications; 3) Restricted to NDC labeler code (63402) Sunovion Pharmaceuticals, Inc. †

Tablets
20
mg


ea



40
mg


ea


60
mg


ea


80
mg


ea



120
mg


ea


MALATHION


Lotion
0.5
%


ml

‡ * MARAVIROC

*
Restricted to use as combination antiretroviral treatment in individuals age 16 years and older infected with only detectable CCR5-tropic specific HIV-1.

Tablets
150 mg
ea
300
mg
ea

* MEASLES, MUMPS, AND RUBELLA VIRUS VACCINE 

*
Restricted to:  1) Medi-Cal beneficiaries 19 years of age and older.  2) Two doses of vaccine per lifetime.  3) Use of this vaccine must be based on the guidelines published by the Centers for Disease Control and Prevention (CDC). 


Injection
1-dose
vial


ea 

MEBENDAZOLE


Tablets, chewable
100
mg


ea

†
Effective January 1, 2017
MEC
‡ * MECHLORETHAMINE HYDROCHLORIDE
*
Restricted to use in the treatment of cancer only.


Topical gel
0.016
%


gm

*
Injection
10
mg


ea
*
Restricted to claims submitted with dates of service through June 12, 2014 for injection 
only. 

MECLIZINE HYDROCHLORIDE

+
Tablets
25
mg


ea

+
Tablets, chewable
25
mg


ea

‡ MEDROXYPROGESTERONE ACETATE 

*
Injection
150
mg/ml


ml



400
mg/ml


ml

*
Injection, prefilled syringe
150
mg/ml


ml

*
Restricted to claims with dates of service from March 1, 1994, through December 31, 2009, for the injection and the injection, prefilled syringe, only.

Tablets




ea

‡ MEGESTROL ACETATE


Tablets
20
mg


ea



40
mg


ea


Suspension
40
mg/ml


ml



* 125
mg/ml


ml
*
Restricted to claims submitted with dates of service from December 1, 2005, through 
December 31, 2014, for the suspension, 125 mg/ml only.

* MELOXICAM

*
Restricted to use for arthritis.
Note:
Subject to Step Therapy edits.  See Drugs:  Contract Drugs List Part 8 – Step Therapy for more information.

Tablets
7.5
mg


ea



15
mg


ea

MEL
‡ MELPHALAN


Tablets
2
mg


ea

MENINGOCOCCAL GROUP B VACCINE 


Injection
* 50-50
mcg/0.5 ml


ml

*
Restricted to:  1) Medi-Cal beneficiaries 19 years of age and older.  2) Two doses of vaccine per lifetime for Bexero.  3) Use of this vaccine must be based on the guidelines published by the Centers for Disease Control and Prevention (CDC). 



* 120
mcg/0.5 ml


ml

*
Restricted to:  1) Medi-Cal beneficiaries 19 years of age and older.  2) Three doses of vaccine per lifetime for Trumenba.  3) Use of this vaccine must be based on the guidelines published by the Centers for Disease Control and Prevention (CDC). 

* MENINGOCOCCAL OLIGOSACCHARIDE DIPHTHERIA CONJUGATE VACCINE

*
Restricted to:  1) Medi-Cal beneficiaries 19 years of age and older.  2) One dose of vaccine per lifetime.  3) Use of this vaccine must be based on the guidelines published by the Centers for Disease Control and Prevention (CDC). †

Injection
10-5
mcg/0.5 ml


ea

* MENINGOCOCCAL POLYSACCHARIDE DIPHTHERIA CONJUGATE VACCINE

*
Restricted to:  1) Medi-Cal beneficiaries 19 years of age and older.  2) Two doses of vaccine per lifetime.  3) Use of this vaccine must be based on the guidelines published by the Centers for Disease Control and Prevention (CDC). †

Injection
4
mcg/0.5 ml


ml
* MENINGOCOCCAL POLYSACCHARIDE VACCINE
*
Restricted to:  1) Medi-Cal beneficiaries 19 years of age and older.  2) One dose of vaccine per lifetime.  3) Use of this vaccine must be based on the guidelines published by the Centers for Disease Control and Prevention (CDC). †

Injection
50
mcg


ea

†
Effective October 1, 2016
MEP
MEPERIDINE HCL


Injection, multi-dose vial
50
mg/ml
30
ml
ml



100
mg/ml
20
ml
ml


Injection, single-dose vial or ampule
25
mg


ml



50
mg


ml



75
mg


ml



100
mg


ml


Elixir
50
mg/5 ml


ml

*
Tablets
50
mg


ea



100
mg


ea

*
Restricted to dates of service from April 1, 1994, through May 31, 2010, for the tablets only.
‡ MERCAPTOPURINE


Tablets
50
mg


ea

MESALAMINE

Rectal suppositories
500
mg


ea



1000
mg


ea
* MESORIDAZINE

*
Restricted to individuals 6 years of age and older.  Use in beneficiaries less than 18 years of age requires treatment authorization approval. †

Injection
25
mg/ml
1
ml
ml

+
Tablets or capsules
10
mg


ea



25
mg


ea



50
mg


ea



100
mg


ea


Liquid
25
mg/ml
120
ml
ml
†
Effective January 1, 2017
MET
METAPROTERENOL


Inhalant solution
0.6
%
2.5
ml
ml



5
%
10
ml
ml





30
ml
ml

*
Aerosol inhaler with adapter


14
gm
gm

*
Aerosol inhaler without adapter (refill)


14
gm
gm

*

Restricted to dates of service from March 1, 1994, to January 31, 2007.

+
Tablets
10
mg


ea



20
mg


ea


Liquid
10
mg/5 ml


ml

METFORMIN HYDROCHLORIDE

+
Tablets
500
mg


ea



850
mg


ea



1000
mg


ea

+
*
Tablets, extended release (SCOT
500
mg


ea


  delivery system)
1000
mg


ea

*

Restricted to NDC labeler codes 62022 (Andrx Laboratories, Inc.) and 59630 (Sciele Pharma Inc.) for claims with a date of service from January 1, 2005, through September 30, 2009, for the SCOT delivery system extended release tablets only.
+
*
Tablets, extended release 

(GR drug delivery system) 
500
mg


ea

*

Restricted to NDC labeler code 13913 (Depomed, Inc.) and restricted to claims with dates of service from January 1, 2008, through December 31, 2010, for the GR drug delivery systems extended release tablets only. 
+
Tablets, extended release
500
mg


ea

Solution, oral
100
mg/ml


ml

MET (continued)

METHADONE †††

Injection
10
mg/ml
1
ml
ml †††




20
ml
ml †††

Tablets or capsules
 5
mg


ea †††

Restricted to a maximum dispensing quantity of 120 tablets or capsules and a maximum of three (3) dispensings in any 75-day period for the 5 mg tablets only. †††


 10
mg


ea †††

Restricted to a maximum dispensing quantity of 240 tablets or capsules and a maximum of three (3) dispensings in any 75-day period for the 10 mg tablets only. †††
METHAZOLAMIDE

+
Tablets
25
mg


ea



50
mg


ea

METHENAMINE HIPPURATE

+
Tablets
1
gm


ea

METHENAMINE MANDELATE

+
Tablets
0.5
gm


ea



1.0
gm


ea


Liquid
500
mg/5 ml


ml

METHIMAZOLE 

+
Tablets
5
mg


ea



10
mg


ea

‡ METHOTREXATE 


Injection
2.5
mg/ml
2
ml
ml



25
mg/ml
2
ml
ml





4
ml
ml





8
ml
ml





10
ml
ml

†††
Suspended until further notice
MET (continued)

‡ METHOTREXATE (continued)

Tablets
2.5
mg


ea



* 5
mg


ea



* 7.5
mg


ea



* 10
mg


ea



* 15
mg


ea


Powder for injection
20
mg/vial


ea



50
mg/vial


ea



100
mg/vial


ea



250
mg/vial


ea
*
Restricted to use in the treatment of cancer only and to claims submitted with a date of service on or after July 1, 2016.

METHYLDOPA

+
Tablets
125
mg


ea



250
mg
†† 1000s

ea



500
mg


ea

METHYLDOPA WITH HYDROCHLOROTHIAZIDE

+
Tablets
250
mg – 15 mg


ea



250
mg – 25 mg


ea



500
mg – 30 mg


ea



500
mg – 50 mg


ea

METHYLERGONOVINE MALEATE


Tablets
0.2
mg


ea

METHYLPHENIDATE HCL
*
Tablets
5
mg


ea



10
mg


ea



20
mg


ea

*
Restricted to use in Attention Deficit Disorder in individuals from 4 years through 16 years of age only.  Use in beneficiaries less than 6 years of age or greater than 16 years of age requires treatment authorization approval. †
†
Effective January 1, 2017
MET (continued)

METHYLPHENIDATE HCL (continued)
*
Tablets, extended release
18
mg


ea



27
mg


ea



36
mg


ea



54
mg


ea

*
Restricted to use in Attention Deficit Disorder in individuals from 4 years through 16 years of age and with a Medi-Cal fee-for-service paid claim for this drug prior to December 1, 2004, and a claim has been submitted and paid at least every 100 days, and the claim being submitted is within 100 days of the date of service of the last paid claim submitted. †  Use in beneficiaries less than 6 years of age or greater than 16 years of age requires treatment authorization approval. †
‡ * METHYLTESTOSTERONE

*
Restricted to the treatment of primary hypogonadism (congenital or acquired), hypogonadotropic hypogonadism (congenital or acquired), delayed puberty, or metastatic mammary cancer in females.

Tablets
5
mg


ea



10
mg


ea



25
mg


ea

METIPRANOLOL HCL


Ophthalmic drops
0.3
%
5
ml
ml





10
ml
ml

METOCLOPRAMIDE HYDROCHLORIDE


Tablets
5
mg


ea



10
mg


ea


Syrup
5
mg/5 ml


ml


Injection
5
mg/1 ml


ml

METOLAZONE

+
Tablets
2.5
mg


ea



5
mg


ea



10
mg


ea

METOPROLOL SUCCINATE 

+
Tablets, extended-release
25
mg


ea



50
mg


ea



100
mg


ea



200
mg


ea

†
Effective January 1, 2017
MET (continued)

METOPROLOL TARTRATE

+
Tablets
50
mg


ea



100
mg


ea


Injection
1
mg/ml
5
ml
ml

METRONIDAZOLE


Oral tablets
250
mg


ea



500
mg


ea


Injection
500
mg/100 ml


ml


Powder for injection
500
mg vial


ea

*
Topical gel
0.75
%
28.4
gm
gm

*
Restricted to claims submitted with dates of service from March 1, 1994, through 
December 31, 2005.


Vaginal gel
0.75
%
70
gm
gm
MEXILETINE HCL


Capsules
150
mg


ea



200
mg


ea



250
mg


ea

MICONAZOLE NITRATE

‡
Vaginal suppositories 
200
mg
3’s

ea
**
Topical cream
2
%
15
gm
gm




30
gm
gm




85
gm
gm

**
Now only available as an Over-The-Counter (OTC) product.  See Drugs:  Contract Drugs List Part 2 – Over-the-Counter Drugs. 

MIGLITOL


Tablets
25
mg


ea



50
mg


ea



100
mg


ea

MIL
* MILNACIPRAN HCL 
*
Use in beneficiaries less than 18 years of age requires treatment authorization approval. †

Tablets
12.5
mg


ea 



25
mg


ea 



50
mg


ea 



100
mg


ea 


Titration Pack


Tablets
12.5
mg 
contains 5 tablets

ea


25
mg 
contains 8 tablets

ea



50
mg 
contains 42 tablets

ea
* MIRTAZAPINE 
*
Use in beneficiaries less than 18 years of age requires treatment authorization approval. †

Tablets or orally disintegrating tablets
15
mg


ea



30
mg


ea



45
mg


ea

MISOPROSTOL


Tablets
100
mcg


ea



200
mcg


ea

‡ MITOMYCIN


Powder for injection
5
mg/vial


ea



20
mg/vial


ea



40
mg/vial


ea

‡ MITOTANE


Tablets
500
mg


ea

†
Effective January 1, 2017
MIT

‡ * MITOXANTRONE

*
Restricted to use in the treatment of cancer.


Injection
2
mg/ml
10
ml
ml





12.5
ml
ml





15
ml
ml

* MOEXIPRIL HCL

*
Restricted to NDC labeler code 00091 (Schwarz Pharma, Inc.) and to claims with dates of service from May 1, 1996, through May 31, 2008, only. 

+
Tablets
7.5
mg


ea



15
mg


ea

* MOEXIPRIL HCL WITH HYDROCHLOROTHIAZIDE 

*
Restricted to claims with dates of service from September 1, 2001, through May 31, 2008, only. 

+
Tablets
7.5
mg – 12.5 mg


ea



15
mg – 12.5 mg


ea



15
mg – 25 mg


ea

* MOLINDONE HYDROCHLORIDE

*
Restricted to:  1) The use of antipsychotics for Medi-Cal beneficiaries 0 – 17 years of age requires treatment authorization approval; 2) The use of antipsychotics for Medi-Cal beneficiaries residing in nursing facilities is restricted to FDA approved indications.

+
Tablets
5
mg


ea



10
mg


ea



25
mg


ea



50
mg


ea



100
mg


ea


Liquid
20
mg/ml
120
ml
ml

MOM

* MOMETASONE FUROATE 

*
Restricted to claims submitted with dates of service from October 1, 2005, through 
December 31, 2008, only.


Oral powder for inhalation
30
inhalations/0.24 gm


gm



60
inhalations/0.24 gm


gm



120
inhalations/0.24 gm


gm

MOMETASONE FUROATE AND FORMOTEROL FUMARATE DIHYDRATE


Oral Inhaler
100
mcg/5 mcg per actuation/13 gm
gm



200
mcg/5 mcg per actuation/13 gm
gm
* MOMETASONE FUROATE MONOHYDRATE 

*
Restricted to NDC labeler code 00085 (Schering Corporation) only. †


Nasal spray
50
mcg/actuation


gm

* MONTELUKAST SODIUM


Granules
4
mg


ea

+
Chewable tablets
4
mg


ea



5
mg


ea

+
Tablets
10
mg


ea

*
Restricted to NDC labeler code 00006 (Merck & Co., Inc.) for the 10 mg tablets only.
†
Effective January 1, 2017
MOR

MORPHINE SULFATE


Injection




ml

*
Capsules, extended release
30
mg


ea



60
mg


ea



90
mg


ea



120
mg


ea

*
Restricted to a maximum of 90 capsules per dispensing and a maximum of three dispensings of any strength in a 75-day period for claims submitted with dates of service from December 1, 2003, through September 30, 2005.

*
Capsules, sustained extended-release pellets
10
mg


ea †


20
mg


ea



30
mg


ea


40
mg


ea



50
mg


ea



60
mg


ea



70
mg


ea †


80
mg


ea



100
mg


ea



130
mg


ea †


150
mg


ea †


200
mg


ea

*
Restricted to NDC labeler codes 63857 (Alpharma Branded Products Division, Inc.) and 46987 (Actavis Kadian LLC) and 52544 (Watson Laboratories, Inc.) for the sustained release capsules only and Restricted to a maximum of 90 capsules per dispensing and a maximum of three dispensings of any strength in a 75-day period.  Exceptions to this restriction require authorization.  Also restricted to NDC labeler code 52544 (Watson Pharma, Inc.) for the extended-release pellet capsules only. †
*
Tablets, oral
10
mg


ea



15
mg


ea



30
mg


ea

*
Restricted to a maximum of 90 tablets per dispensing and a maximum of three dispensings of any strength in a 75-day period.  Exceptions to this restriction require authorization.
†
Effective November 1, 2015
MOR (continued)

MORPHINE SULFATE (continued)

*
Tablets, long-acting
15
mg


ea



30
mg


ea



60
mg


ea



100
mg


ea

*
Restricted to:  

1) Claims submitted with dates of service through November 30, 2003; or,

2) A maximum of 90 capsules per dispensing and a maximum of three dispensings of any strength in a 75-day period for claims submitted with dates of service from December 1, 2003, through September 30, 2005.

*
Liquid
10
mg/5 ml


ml



20
mg/5 ml


ml



20
mg/ml


ml

*
Restricted to a maximum dispensing quantity of 120 ml and a maximum of three (3) dispensings in any 75-day period for the liquid only. 

MOXIFLOXACIN HCL
*
Ophthalmic solution
0.5
%


ml
*
Restricted to NDC labeler code 00065 (Alcon Laboratories, Inc.) for the ophthalmic solution only.
*
Tablets
400
mg


ea

*
Restricted to a maximum quantity per dispensing of ten (10) tablets and a maximum of two (2) dispensings in any 30-day period and to NDC labeler code 00085 (Schering Corporation) for tablets only. †
†
Effective April 15, 2016

*
Code I.  See paragraph (2) of “General Provisions” in the Drugs:  Contract Drugs List Introduction section of this manual regarding authorization and prescription documentation requirements.

+
Frequency of billing requirement.  See paragraph (3) of “General Provisions” in the Drugs:  Contract Drugs List Introduction section regarding information and exceptions.

††
Cost is based on this package size.  See paragraph (4) of “General Provisions” in the Drugs:  Contract Drugs List Introduction section for more information.

§
Authorization not needed for continuing care.  See paragraph (6) of “General Provisions” in the Drugs:  Contract Drugs List Introduction section for more information.

‡
Drug is exempt from the monthly drug claim line limit.  See paragraph (7) of “General Provisions” in the Drugs:  Contract Drugs List Introduction section for more information. 
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*
Code I.  See paragraph (2) of “General Provisions” in the Drugs:  Contract Drugs List Introduction section of this manual regarding authorization and prescription documentation requirements.

+
Frequency of billing requirement.  See paragraph (3) of “General Provisions” in the Drugs:  Contract Drugs List Introduction section regarding information and exceptions.

††
Cost is based on this package size.  See paragraph (4) of “General Provisions” in the Drugs:  Contract Drugs List Introduction section for more information.

§
Authorization not needed for continuing care.  See paragraph (6) of “General Provisions” in the Drugs:  Contract Drugs List Introduction section for more information.

‡
Drug is exempt from the monthly drug claim line limit.  See paragraph (7) of “General Provisions” in the Drugs:  Contract Drugs List Introduction section for more information. 
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